Family Conflict and Diabetes Management in Youth: Clinical Lessons From Child Development and Diabetes Research
For families who have children with type 1 diabetes, intensive treatment simultaneously increases the importance of treatment adherence and requires more disease-focused behavior by the child as well as by the parents. As diabetes management in youth becomes increasingly complex, so do the influences of increased technology and heightened expectations for treatment success on the parentyouth relationship.
In this article, recent research evidence linking parent-youth conflict and the child's adherence and glycemic control will be discussed. Rather than providing a comprehensive review of the literature, the focus here is on recent research evidence that has clinical implications for families and for health care providers. In addition, the research review will link different parenting styles to glycemic control and adherence, and there will be a discussion of several classic parenting styles, categorizations as defined in the literature on normal child development. In the second section of this article, lessons are suggested for parents and health care teams who want to prevent conflict or reduce existing diabetesrelated struggles in the family. The article concludes with suggestions for new directions for research into the prevention and management of diabetes-related conflict in families.
Recent Research on General Conflict and Parenting Behavior in Families Facing Type 1 Diabetes
Over the past decade, advances in treatment technologies and philosophies for a range of chronic diseases of childhood, including type 1 diabetes, have placed increasing demands on children and their families. An increase in family stress and conflict is a potential consequence of increasingly complex and demanding therapies. 1 Moreover, it is well documented that higher levels of conflict in the family correlate with lower levels of child adherence to the diabetes treatment regimen. [2] [3] [4] [5] [6] [7] [8] General family conflict has been demonstrated to relate to adherence in youth with type 1 diabetes in both cross-sectional studies 3, 4, 8 and longitudinal, prospective research. 9 In a study of parenting, child development, and diabetes adherence and control, Miller-Johnson et al. 10 demonstrated that ratings of increased conflict were directly related to diabetes adherence problems and poorer blood glucose control. The authors reported that conflict between the child with diabetes and the parent begins before the adolescent period and that the strains of increased responsibilities and demands of the treatment regimen lead to parent-child conflicts. The authors concluded that research is Barbara J. Anderson, PhD This articles focuses on family conflict and parenting behavior and their link to self-esteem, treatment adherence, and glycemic control in children and adolescents with type 1 diabetes. From the diabetes literature and normal child development research, the concept of "authoritative parenting" seems especially applicable to the coping tasks facing parents and youth around the management of type 1 diabetes. Research on general family conflict, diabetesspecific family conflict, and child development are discussed with respect to the translation of findings to assist health care providers and parents.
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Investigating general parenting styles in families with younger children with type 1 diabetes, Davis et al. 11 found that parental warmth was related to better adherence in 4-to 10-yearolds. The authors suggested that greater parental warmth may improve adherence through reduced family conflict, an increase in family cohesion, or both. In addition, these investigators found that parental restrictiveness was associated with worse glycemic control in this cohort of families and suggested that parental restrictiveness leads to family conflict in children and adolescents with type 1 diabetes.
Other investigators have explored the relationship between glycemic control and adherence to the diabetes regimen with general measures of family conflict and global parenting behaviors not specific to diabetes management. 3, 9, 12 To summarize these studies' findings: • Higher family cohesion, parental warmth (defined as support and affection), and an "authoritative" style of parenting (which involves being engaged with the child with warmth while limit-setting and having high maturity demands with low levels of coercive control) are related to higher levels of adherence and cooperation by the child or adolescent with the tasks of diabetes treatment and to better glycemic control. • Higher general family conflict, parental restrictiveness, and criticism and an "authoritarian" style of parenting (high levels of maturity demands with high levels of coercive control) are related to lower levels of adherence and cooperation by the child or adolescent with the tasks of diabetes management and to poorer glycemic control.
Before turning to research on diabetes-specific conflict, it is instructive to understand these different general parenting styles in more depth.
Parenting Styles in the Child
Development Literature Diana Baumrind, 13 a pioneering psychologist dedicated to the study of parenting behavior, investigated the types of parent-child relationships that enhance children's competence. Competence was defined as a composite measure of the child's self-reliance, self-esteem, and peer affiliation (ability to express warmth to peers). In her research, Baumrind studied four dimensions of parenting behavior: control, maturity demands, clarity of parent-child communication, and parental nurturance.
From these four dimensions, she defined three categories of parenting behavior (Table 1) . Authoritative is the parenting style highest on all four dimensions. This is the style of parental control that was associated with the highest competence in children. These parents are not intrusive and allow the child considerable freedom within reasonable limits, and yet these parents will impose restrictions in areas in which they have greater knowledge or insight. The authoritarian parenting style is marked by high control with the frequent use of power; parents are less warm and do not encourage the child to express himself when parent and child disagree. Children of these parents were less competent than children of parents with the authoritative parenting style. Finally, Baumrind defined the permissive parenting style as one in which parents use control infrequently, make almost no demands for mature behavior from their children, and yet are relatively warm. Permissive parents had the least competent children.
Building on Baumrind's work, Maccoby and Martin 14 characterized parenting along two dimensions: demandingness for mature behavior, the regulation and control of a child's behavior, and responsiveness to the child, or child-centered parenting, with time and attention spent engaging the child. Combining these two dimensions yielded four categories of parenting styles as shown in Table 2 .
The next iteration of parenting styles research conceptualized parental behavior along two major dimensions: acceptance-rejection (warmth-hostility) and control-autonomy. 15 Other investigators suggested that the controlautonomy dimension is composed of two related but distinguishable subdimensions: psychological autonomypsychological control and firm controllax control. 16 While these studies developed new labels for parenting stylessuch as the "democratic" (authoritative) parent, the "hostile authoritarian" parent, and the "hostile-neglectful parent"-they did not significantly extend the basic categories suggested earlier by Baumrind. In addition, these later psychological investigators focused more on the link between parenting styles and the child's developing self-concept or self-esteem.
Contemporary psychologist Robert Brooks has continued this focus on parenting styles and self esteem and suggests that parental warmth is related to a stronger sense of self-esteem in healthy school-aged children. 17 Moreover, Brooks has written that providing children the following five opportunities strengthens the child's developing sense of self-esteem: Although Brooks was speaking to the development of self-esteem in children without diabetes, it seems likely that diabetes management increases the potential for these five opportunities to occur within the context of the relationship between the parents and their child with diabetes. As discussed earlier, research on general parenting characteristics and diabetes reported that parental characteristics of warmth, authoritative parenting, and reasonable demands on the child's behavior were related to better adherence and better glycemic control in youngsters with diabetes. The concept of self-esteem was not studied directly in these investigations. However, the general child development literature would suggest that youngsters with diabetes who have parents with warm, authoritative parenting styles also may have enhanced self-concepts that mediate better adherence to diabetes management. In other words, one can speculate that these youngsters with warm, authoritative parents feel better about themselves (as a child with diabetes) and feel better about their parents (with respect to parental involvement and communications around diabetes management).
Diabetes-Specific Conflict in Families Facing Type 1 Diabetes
This section reports on a recent crosssectional study conducted by the author with colleague Lori Laffel and the research team at the Joslin Diabetes Center in Boston, Mass., 18 looking at the relationships between family diabetes conflict, parent involvement in diabetes management, adherence, and glycemic control in a cohort of youth between the ages of 8 and 17 years and recently diagnosed with type 1 diabetes. The measure of diabetes-specific conflict used was developed by Rubin et al. 5 It was found that diabetes-specific conflict significantly predicted glycemic control, with higher conflict linked with poorer control, as measured by hemoglobin A 1c (A1C).
Significant age-related differences in parent involvement in diabetes tasks were found despite similar disease durations in the two age groups; however there were no findings of age-related differences in the youth report of diabetes-related conflict. For both children (8-12 years) and adolescents (13-17 years), patients whose parents were more involved in diabetes management tasks were more adherent to blood glucose monitoring and were in better glycemic control. Thus, even though parents of youth 13-17 years of age were significantly less involved in the tasks of diabetes management than were parents of younger patients (8-12 years of age), in both age groups, parent involvement was strongly related to better adherence and better glycemic control.
In addition, it was found that across both age groups, youth reported significantly more diabetes-specific family conflict than did their parents. Steinberg 19 similarly found that children and teens reported significantly higher levels of conflict than did their parents. This suggests to us that some youth with type 1 diabetes experience family interactions around diabetes as more stressful and conflictual than do their parents. In this particular study, parental involvement in treatment tasks was not related to the level of diabetes-specific conflict.
If these findings are taken in the context of the research presented earlier on general family conflict and parenting styles in diabetes, it seems likely that with respect to parent involvement in diabetes management tasks, the important question is not "how much involvement?," but rather, "how is this involvement communicated?" When the warmth, limit-setting, and encouragement of authoritative parents are brought to bear on interactions around diabetes management, youth of all ages may experience this involvement as more supportive and less stressful and, in turn, feel better about themselves and about their parents.
Clinical Lessons for Parents and Health Care Providers
In the clinical intervention research at Joslin, parents demonstrated clearly that their attitudes, beliefs, feelings, and knowledge about diabetes and its management all contribute to diabetes-specific conflict in the family. Families and patients needed education first to explore how they feel about diabetes, and second, to learn how to think and talk about diabetes in the most constructive way in the family. For example, it is more helpful for parents to refer to "high" or "low" blood glucose values instead of "good" or "bad" values. When family members talk about diabetes in a more neutral, non-shame and non-blame approach, children with 20 Parents' and children's feelings about this complex, chronic disease span a spectrum of normal reactions including guilt, fear, shame, sorrow, and anger. Peyrot 21 has discussed why it is critical for families to have the opportunity to express their emotions about diabetes with a knowledgeable and objective professional. Clearly, this is a vital function for members of the child's multidisciplinary diabetes care team. Feelings about diabetes form the foundation for the subsequent language and behaviors about diabetes that become established as family behavior patterns develop soon after diagnosis.
However, in order for a father to say "high" instead of "bad" when he sees a reading of 350 on his daughter's blood glucose monitor, he has to understand (from diabetes education that has been reinforced many times) that occasional high and out-of targetrange blood glucose values do not cause complications. This parent must also understand that the reason we focus on A1C results is that they provide a "big picture" of the child's average blood glucose levels and that we track A1C over time and evaluate it every 3-4 months in order to see the big picture in terms of the effectiveness of the child's current insulin regimen with respect to her glycemic control. This type of attitude, which this parent can learn from the health care team, can help sustain blood glucose monitoring in the child, for without parental and provider criticism, youth can more comfortably maintain this difficult, annoying, and sometime painful task that is expected 4-8 times daily.
Conclusion
How can child development research on parenting styles be integrated into current research studies of diabetesspecific conflict in families? First, there is a need to design a research protocol to investigate the impact of diabetes-specific parenting education classes or seminars, with a primary prevention cohort (newly diagnosed or living with diabetes < 5 years) and secondary intervention cohort (families living with diabetes > 5 years). This research design needs to be randomized and controlled similar to that of the Diabetes Control and Complications Trial. This would provide the
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opportunity to understand how diabetes-specific parenting education does or does not prevent or reduce diabetes-specific conflict and its welldocumented impact on adherence and glycemic control.
The next most critical goal is the adaptation of established parenting education curricula, such as the Systematic Training for Effecting Parenting (STEP) program 23 and Raising an Emotionally Intelligent Child, 24 which are based on the concepts of parenting styles discussed earlier and into which could be integrated proven pediatric behavioral diabetes family-based interventions, such as Coping Skills Training, 25 Behavioral Family Systems Therapy, 26 and Family Teamwork.
27
For diabetes health care providers, the child development literature instructs us to help parents build, if necessary, a new parenting style specific to diabetes management. All members of the health care team must recognize that styles of parenting are a complex interplay of the parents' personality, their own early experiences, their own parenting models, and their current life stresses. Our goal is to model how to communicate with children with diabetes in a way that provides clear and realistic behavioral expectations around diabetes management blended with supportive and nonjudgmental communications.
We must also help parents learn to negotiate their parental role in diabetes management with their child or teenager. For many parents, negotiating with a 14-year-old about monitoring blood glucose (or homework!) is a totally unfamiliar role. The research-informed means of helping parents with this challenge include the following.
Diabetes providers need to speak privately with parents about their own fears and personal feelings about their child's diabetes and help parents verbalize their most secret feelings about diabetes.
Diabetes providers need to teach parents that they cannot coercively control or punish their child in order to get their child to monitor blood glucose or give insulin injections. The parenting styles research teaches us that parental control coupled with noncoercive and nurturing messages is most effective in achieving desired child behavior changes. Parents can encourage their children to monitor blood glucose, support them by asking how they, as parents, can assist, and try to problem-solve with their child. Parents can call on their diabetes team at any time to assist them in negotiating with their child or adolescent around the tasks of diabetes management-especially when parents feel that they are in a dead-end no-win situation in communicating with their child about diabetes management.
Parents need to have realistic goals for their child's behavior, for blood glucose levels, for their child's adherence behavior goals, and for their own behavior as parents. As outlined by Brooks 17 and discussed above, "Helping children feel OK about mistakes and failures" is the best insurance policy against future mistakes and failure, for it builds and strengthens child self-esteem. Blaming, punishing, and shaming children for their mistakes and failures only predicts more negative and discouraging outcomes.
In the 2003 American Academy of Pediatrics publication Family Pediatrics: Report on the Task Force on the Family, 28 one of the task force's conclusions reinforces the theme of this article-that children do best when authoritative, sensitive parenting is provided by parents who are responsive to their needs and feelings and who use consistent limits. Health care providers can model for parents a nonjudgmental language around diabetes and its management that is only possible once realistic goals have been established for the child's behavior, for blood glucose values, and for parental behavior change.
